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B ULLETIN
of the CIVIL AVIATION MEDICAL ASSOCIATION
SPRING 1995

LONG AWAITED STANDARDS CHANGES FINALLY OUT:
GREAT FUROR FOLLOWS
The FAA finally dropped the
medical standards shoe. The long
awaited proposal to change FAR Part
61 and 67 medical standards appeared in the FEDERAL REGISTER
on October 21, 1994. While it contained a number of expected
changes, there were also surprises.
Some standards were relaxed, but
there were new standards and tests
proposed. The proposal publication timing has been poor, arid FAA
officials have done little to explain
or justify the proposed changes.
The recent Bob Hoover tribulations highlighted
the FAA's medical standards and operations. Following on Hoover's heels, the alphabet organizations; e.g.
AOPA, EAA, etc. have the general aviation community
up in arms. They perceive the changes as stringent,
expensive, and unnecessary additions to the present
regulations. All have urged their members to write to
the federal docket in opposition. And their campaign
has been effective. To date, hundreds of letters have
been added to the public register—virtually all opposed to any perceived tightening of the medical
certification rules.
The proposed changes involve several medical
areas and all medical certificate classes. We'll consider them in turn:
Vision: There will be no further references to uncorrected vision for Class I & II certificates. Instead, these
certificate holders will simply be required to have 20/
20 vision with correction as necessary. Class III pilots
will be required to have 20/40 vision with or without
correction.
(Comment: This appears to be a reasonable
proposal. A great deal of administrative paperwork
was required from Class I & II holders if their

uncorrected vision was poor even though they corrected well with glasses or contacts. This will all be
eliminated. The change for Class III is reasonable as
well since it will now simply match the requirements for a state driver's license. As a practical
matter, pilots with somewhat poorer vision; e.g.
those blind in one eye, etc. will still be able to obtain
a Statement of Demonstrated Ability (SODA) and
fly as they do now. In sum, a welcome and long
overdue relaxation.)
Near vision requirements will be modified for
Class I and added for Class II 3. III. For Class I & II over
age 50, there will also be an intermediate standard.
(Comment: These changes are not unreasonable, particularly considering the increasing age of
the active pilot population. Night flight for those
over 50presents a particular challenge to read the
flight instruments. Many general aviation aircraft
panel lighting systems are poor and the presbyopic
pilot is at a significant disadvantage. Most general
aviation advocatesperceive these as increased standards however, although few have made specific
comments about them. These standards will require more testing, and there are more chances for
office nurses or staff members to make mistakes on
both the test or the FAA report.)
Color vision standards will be almost totally abolished. All classes will simply be required to be able to
see those colors needed "...for safe performance...."
(Comment: This relaxation is long overdue.
About 8% of the US pilot population would be
expected to have some degree of color vision weakness, but only 2% actually have color vision restrictions. The original rationale for color vision testing
has been obsolete for many years. There is a new
problem however. No one knows how much color
•*••>•»>•
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EDITORIAL: HOW FAR SHOULD
REGULATORY MEDICINE GO? *

*

*

". ..In the old days that was so (the heart was on the left and the liver
was on the right), but we have changed all that, and we now practice
medicine by a completely new method."
Moliere

1622-1673

The FAApractices what they call "regulatory medicine " as opposed
to the clinical variety familiar to most. Regulatory medicine must
always walk a fine line between public safety on the one hand, and
excessive interference with private citizens on the other.
The FAA is charged with dual conflicting missions. Public safety is
one of course, but they must also promote aviation growth. The two
areoften 180 degrees out of phase with each other. For example, public
safety should be enhanced by a plethora of rules. Indeed, public safety
reaches a theoretical maximum when there is no aviation activity at
all; i. e. there won't be any aircraft accidents if there isn 't any flying. On
the other hand, aviation activity will presumably be at a maximum if
there are no rules or regulations of any kind. Obviously that's not
satisfactory either.
Draconian medical standards theoretically should maximize safety
but at the cost of minimizing the number of individuals who can fly.
An absence of any medical standards will permit the reverse. Moreover, a "no standards"policy will cater to one of the strongest of all
human psychological emotions denial. Many who really should not be
flying; e.g. those with epilepsy, advanced heart disease, marked and
untreated hypertension, psychoses, etc. would be coerced by their own
denial. They'd fly. The result would not be in anyone's interest; neither
> * • > > - > > • (continued on page 15)

CAMA BOARD HOLDS
OKLAHOMA RETREAT
The CAMA Board met for its usual fall retreat on November 12, in
Oklahoma City. The day-long meeting was very well attended
although Oklahoma weather at this time of year is always a bit brisk.
Much of the day was devoted to developing a plan to present
CAMA to the public and to aviation medical examiners who presently are not members. The plan will involve several facets.
First, CAMA will be present and represented at a number of the
annual major aviation activities. Included will be Sun & Fun in
Lakeland, Florida, the AOPA fall meeting to be held in Atlantic City
this year, and the EAA bash in Oshkosh. CAMA will also consider
sponsoring a reception in conjunction with the Oklahoma City FAA
training programs for new medical examiners. The board hopes
that this personal contact will enhance our recruiting efforts.
To support our public appearances, the board authorized construction of a formal CAMA booth for use at various medical events.
*••>•»>•
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PRESIDENT'S MESSAGE

*

*

*

Without conflict, man would soon develop a limited "adrenal response." If we
were all homogenous with identical disciplines and no stress, more than half of our
economic resources would immediately collapse. This is a fact and a situation which we
could not endure. We must have cyclical challenges to maintain both personal and
economic viability.
Each of us considers our state of health as a factor in our quality of life. If we want
to undertake a physical challenge say, climb Mt. Everest, take up sky-diving, or perhaps
play 36 holes of golf on a Saturday afternoon and cannot do so because of some physiological limitation, we
might consider ourselves to be in less than good health.
One of the most difficult areas for each of us to recognize in ourselves is mental disease. Often we can live
in our euphoric world and conditioned environment until we meet a situation which calls for "judgment." This
is particularly so for aviation. Here, the AME can serve to limit an individual's inadvertent entry into a "state of
confusion." In this case, the AME is protecting not only the pilot from himself, but is also protecting the overall
public interest. Evaluation in these areas is sometimes a gray area, particularly where cognitive deficits are
involved.
Those not directly involved in cognitive testing often have a limited appreciation of the methodology
involved. Such deficits frequently become apparent only during periods of stress. And they are difficult to
quantitate although it is common to hear someone referred to as "nuts," "a nut case," or "half nuts," and so on.
This is a very crude estimate of the degree of deficit. On the other hand however, many laymen have a fairly
good appreciation of "blood pressure" and where they may fall on the scale.
We now have a new challenge to our own estimates of our states of health. The proposed new FAR Part
61 and 67 rules include changes in blood pressure limits an area where airmen can react with some knowledge
rather than raw emotion. The greatest challenges, as discussed in many aviation magazines, appear to center
on the proposed 150/95 limit and the requirement for electrocardiograms for certain Class II certificate holders.
Recently, I attended a pilot's meeting and was bombarded with questions about how to lower one's blood
pressure before visiting the AME.
One typical question: "How much garlic do I have to eat to lower my blood pressure?"
Another: "If I donate blood at the Red Cross just before seeing my AME, will this lower my blood pressure?"
It's clear that we must all work together to educate our aviators. In this way, we can realize one of our primary
goals; to keep pilots flying whenever and wherever possible.
Sincerely,

Forrest M. Bird, M.D., Ph.D.

•*••*••*•

(CAMA BOARD HOLDS OKLAHOMA RETREAT continued from page 2)

This should present a much more organized and substantial appearance compared with the simple table and banner we've used in the
past.
The board then turned its attention to ways and means to court
international members. Dr. van der Waag will concentrate on a key
member in each country to assist in recruiting.
Much of the discussion centered on the proposed changes to FAR Part
61 and 67, the medical regulations. While many of the changes were welcome, the board was particularly
critical of the cholesterol requirement, the five year blanket prohibition of those with a history of substance
abuse other than alcohol, and the use of an out-of-date definition standard for other psychiatric diseases.
The board also recommended that the age standard for pilots over 70 not be changed without additional
epidemiological studies to validate such a change.
The board did not suggest that the proposed color vision standards be cancelled, but it did express
concern that not enough is known about the color vision requirements for modern aircraft which use color
cathode ray tubes in place of older conventional instruments. All members present felt that such studies
could ideally be carried out at the FAA medical laboratories at Oklahoma City.
Last, the CAMA board members determined that a mvich more active public relations program should
be undertaken in CAMA's interest. All in all, those present felt that the meeting was extremely valuable
and portends a new era on the horizon for CAMA.

FIRST PUBLIC HEARING ON STANDARDS A BUST
The first public hearing on the proposed new medical regulations took place at FAA Headquarters in Washington on 20 January. The hearing was fundamentally a flop. Although the FAA prepared
for a day-long hearing, and each speaker was allotted up to 15 minutes, only five people asked to be
on the schedule, and only four showed up! Since no one else rose to speak, the meeting concluded
at 10:30 AM instead of the proposed 4:30 PM.
After introductory remarks, the moderator introduced the panel. Interestingly, one of the two
FAA physicians on the panel also holds a J.D. and is part of the Office of the General Counsel, not
the Office of Aviation Medicine. The other, Bob Poole, M.D. is a former CAMA president.
The first speaker was Phil Boyer, the Aircraft Owners and Pilots Association (AOPA) president.
In a very smooth and polished presentation, he acclaimed the proposed changes in vision and
hearing rule, but was opposed to the changes in the psychiatric rules, and the shorter validity period
for Class III certificates for pilots over 70. He was also concerned about the blood pressure changes,
and especially vocal in opposition to the general "...but not limited to..." catch-all phrase.
Mr. Boyer went through NTSB records concerning accidents with medical causes, and concluded that they represented about 1.9% of all aircraft accidents. He pointed out that modern lifestyle
changes were related to less medical problems, and that the accident totals 'were the lowest in years.
He also affirmed that "...hypertension alone will not cause incapacitation...."
According to Boyer, the AOPA is particularly concerned about the total decrease in aviation
activity. He emphasized that the 665,000 current pilots represents a major drop from the 835,000
pilot carried on the rolls just a few years ago.
•)••>•>>•
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(LONG A WAITED CHANGES FINALL Y OUT continued from page 1)

vision is required for the new "glass" cockpits with their multicolored screen displays of almost everything from
flight parameters and navigation information to engine performance.)
Current Class I standards about other eye pathology will be extended to all classes.
(Comment: Ttiis does give the FAA more authority to deal with eye pathology in all classes. As a practical
matter however, this regulation seldom presents a problem for airmen. The net effect is expected to be
minimal at best.)
Hearing: The whispered voice test will be eliminated. A conversational voice test at 6 feet will be substituted,
or certain limits will be specified for audiometry.
(Comment: This has long been a poorly controlled test; i.e. one's whisper may be another's shout. Few
will be sorry to see it eliminated. Once again, SODAs will continue to be available. In fact, totally deaf pilots
can fly since in a "No Radio " aircraft, they're deaf and mute asfar as the ground is concerned anyway. The
practical effect of this change is also minimal.
The audiometric table for Class II certificates contains what is evidently a misprint for the hearing loss
permitted at 2000 Hz in the poorer ear. In spite of the large number of people who must have reviewed this
proposal in the bureaucracy, evidently no one caught it.)
There are some relatively minor medical and administrative changes in the wording about other ear
pathology. It includes the phrase "...may reasonably be expected to...."
(Comment: These phrases catch everyone's eye and are sure to create controversy. What does "may
reasonably be expected to " mean? What's reasonable? Obviously reasonable men —andgood doctors too—
may reasonably be expected to disagree.)
Psychiatric Disorders and Substance Abuse: There are a large number of changes in this area. The FAA proposed
a definition of psychosis which they intend to use. They also specifically added bipolar disorder to their list of
unacceptable conditions. The change which caught everyone's attention however is the open- ended clause
which they also propose. "No other...mental condition that the Federal Air Surgeon...finds...may reasonably
be expected to...."
Substance abuse is discussed at some length. Anyone with an alcohol problem will not be certificated for
at least two years after attaining sobriety. In the case of other drugs, the period is to be five years.
(Comment: Most of these changes have drawn a great deal of fire and with good reason. FAA references are
to Diagnostic and Statistical Manual (DSM) HI. This edition of the official classification manual of the
American Psychiatric Assn. is now two editions old! DSM III was superseded by DSM III(Revised). In turn,
it was superseded by DSM IV—published in May 1994, some five months before the proposed changes were
released. In other words, the FAA's update of the mental standards is actually years behind the times.
Probably the area raising the most ruckus is the catch-allphrase "No other condition...." This is a blanket
provision which permits the FAA to decide at any time and with no prior notice that some condition or other
is unacceptable. In other words, the FAA can essentially change the standards and the ground rules with no
public notice, no hearing, and no method for an airman to challenge their findings. Under these
circmstances, it is almost impossible to predict what may or may not be satisfactory to the FAA. This same
tactic is also used elsewhere in reference to other diseases and conditions. The FAA will be given almost carte
blanche to make whatever standards it wishes at any time. There is consistent agreement among the
aviation community that this proposal goes too far.
The disparity between the sobriety period required for alcohol and that required for other drugs is of
additional concern. There are no data which support that difference.)
Neurological Conditions: The proposed changed would substitute "seizure" for "convulsive" and make a
history of a single seizure disqualifying.
(Comment: Atfirst glance, this appears to be an innocuous change. Hoivever, a middle-aged individual
who had a febrile seizure as a child could be required to go through extensive and expensive workups to
disprove the allegation of a seizure disorder. Reasonable physicians will certainly agree that a full-fledged
•*••>•>*•
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(LONG A WAITED STANDARDS CHANGES FINALL Y OUT continued from page 7)

seizure disorder is not compatible with pilot medical certification. On the other hand, as written, the
proposal appears to be administrative overkill.)
Cardiovascular Conditions: Class II certificate holders would be required to have a baseline electrocardiogram (ECG) at age 3 5, age 40, and every two years thereafter. This is similar to that for Class I holders
except for the two year requirement versus an annual requirement for those with Class I certificates.
(Comment: This proposal drew a number of comments centered on three arguments. First, the
FAA did not present data which justifies the requirement from a safety standpoint. Second, this
increases the cost for Class II certification. Last, there is likely to be a logistical burden since many
AME's who perform only Class II and III examinations do not have the required ECG machines to
transmit the tracings to the FAA in Oklahoma City. Class II holders will then either be required to
make two stops; i.e. one at the AME's office, and one at a hospital or cardiologists office to have the
ECG run and transmitted, or they will beforced to find a Senior AME who has the needed equipment.
While common in larger cities, only about a third of all AME's are senior examiners and they are more
rare in sparsely populated regions.
From a strictly medical standpoint, there is also the relatively low sensitivity—perhaps 65%—of a
resting electrocardiogram to predict coronary artery disease.)
Those with cardiac valve replacements, pacemakers, or on anticoagulants would be disqualified.
(Comment: While most of these do represent very large risksfor sudden incapacitation, a blanket
denial is probably not the best way to handle things. There is always the possibility of an individual
pilot doing really well. Most don't like to be shut out without even the perception of a chance for
certification.)
Blood pressure limits for all classes were changed to a maximum of 150/95 in a sitting position.
(Comment: This does represent a tougher standard for all but Class I holders. It too has been the
target of many unfavorable comments. One national aviation magazine went so far as to say that
if high blood pressure represented a problem, there would be many more dead people! So much for
a layman's understanding of hypertension complications. Physicians generally understand that
pressures which exceed 140/90 should usually be treated. The patient's long term health outlook
under these circumstances is substantially better. Yet the FAA did not explain this issue, nor did they
use these well-known values. Instead they used values which are almost as arbitrary as the old
•>••*•»>•

(continued on page 10)

FIRST FAA-LATIN AMERICAN AME SEMINAR HELD
WITH MEXICO'S XI INTERNATIONAL MEETING IN
+ * * * AEROSPACE MEDICINE + + + +
The Mexican Association of Aviation Medicine and the Aeromedical Education Division of the
FAA office of Aviation Medicine organized the XI International Meeting in Aerospace Medicine and
the First FAA Latin American Aviation Medical Examiner Seminar in the City of Huatulco, State of
Oaxaca, Mexico.
Attendance included participants from Argentina, Brazil, Colombia, Costa Rica, Ecuador,
Mexico, Panama, Puerto Rico, Spain, U.S., and Venezuela. In addition to the required topics covered
in an AME Seminar, the program offered other interesting presentations including: Aeromedical
Support of Civil Aviation Operations; Past, Present and Future; Corneal Surgical Procedures in Pilots;
Operational Fatigue in Pilots; Drugs and Alcohol in Aviation; Medical Disqualification of Air Traffic
Controllers; Ischemic Cardiomyopathy - Primary or Secondary Prevention?; CRM and Stress Control
among Pilots; Impact of Glass Cockpits on Pilot Performance; Health and Nutrition among Airline
Pilots; Future of General Aviation and the AME; Airline Medical Services and Their Influence in Safety
and Productivity; and Vibro-Tactile Systems in Spatial Orientation.
A number of CAMA members were featured in the program.

1 SEMINARIES LATINQAMERICANO
EXAMINADORES DE AVIMAOH

Shown between sessions of Mexico's XI International Meeting in Aerospace Medicine and the First
FAA Latin American AME Seminar are, from left to right: Colonel Victor Rico-Jaime, M.D., Deputy
Director of Aviation Medicine, Mexican Air Force; and Drs. Melchor Antunano (Manager, CAMI
Aeromedical Education Division), Jon Jordan (Federal Air Surgeon), Luis A. Amezcua (former
Mexican Federal Air Surgeon and current Medical Director of Aeromexico), Steve Carpenter
(Manager of Program Support, CAMI Aeromedical Certification Division), Guillermo Salazar (SW
Regional Flight Surgeon), and Silvio Finkelstein (Former Chief, ICAO's Aviation Medicine Section).
8

Jon Jordan, M.D., Federal Air Surgeon, delivered the opening remarks at
Mexico's XI International Meeting in Aerospace Medicine.

FAA PROPOSES TO CERTIFY
INSULIN-DEPENDENT DIABETICS
In a dramatic reversal of a long-standing policy, the FAA just announced that it is willing to consider
a special issuance ("waiver") for certain pilots with insulin-dependent diabetes mellitus (IDDM). This
came as a surprise although the FAA has been under intense pressure from the American Diabetic
Association (ADA) for years. The ADA has been campaigning for the FAA to change its absolute
prohibition against pilot whose disease requires insulin.
Most recently, the FAA did carry out an experiment with a number of insulin-dependent air traffic
controllers, and the results were not encouraging. The major concern is a hypoglycemic reaction with
resultant impaired cognition. To carry out the experiment, the diabetics were managed so as to maintain
somewhat higher blood sugar levels than is usually the case. It is clear that while this practice may
minimize the probability of hypoglycemia, it also carries with it an undesirable long term risk of various
systemic complications; e.g. retinal, coronary arterial, cerebral vascular, and renal diseases. In other
words, the short term process which lessens the probability of hypoglycemia also represents a long term
hazard to the patient's health.
The FAA protocol is quite extensive and will not be reprinted here. However, it is based on long term
stability and a history of good control. Moreover, it requires frequent blood sugar tests prior to and
» ) • • > - • > • (continued on page 13)
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(LONG A WAITED STANDARDS CHANGES FINALLY OUT continued from page 7)

standards. Nor did they make it clear that they would accept most of the antihypertensives. Instead,
they further antagonized the pilot population by referring to extensive medical workups which may
be required for those on antihypertensives.)
Class I holders must have annual total cholesterol values run at age 50 and over. If over 300 mgm/
deciliter, a detailed cardiovascular workup may be required.
(Comment: At the time oftheAMA contract on which these proposed changes were based, total
cholesterol values were often used to estimate the risks of coronary artery disease. At present, there
are cholesterol fractions known to havefar more relevance to coronary disease than total cholesterol
values. Moreover, there is some evidence that total cholesterol in older individuals has little
predictive value. Once again, theproposed standardis out of date medically. Moreover, it is perceived
as an expensive requirement with few data to support its value in aircraft accident prevention.)
General Medical Condition: The by-now infamous "No other... disease...that the Federal Air Surgeon
finds..." is also included here.
(Comment: In one sense, this phrase means that there are no standards on which a pilot can
depend. The FAA can make new determinations at will without any public notice, public hearing,
or other recourse on the part of the aviator. This phrase probably causes greater concern than all the
other proposed changes together.)
Administrative Changes: A person who does not meet (the standards) may apply for a discretionary
issuance...."
(Comment: This is essentially a new termfor what has been known as the "Special Issuance." This
is probably not a substantive change.)
There is also a new administrative rule that discretionary certificates, SODAs, etc. must be returned
to the FAA if it asks for them. There is no legal recourse as is currently the case.
(Comment: This is another area in which pilots perceive that their rights of appeal and legal
protection will be eliminated.)
Certificate Duration: The validity periods for Class I and II certificates will not be changed. Class III
medical certificates for pilots under age 40 will be valid for three years. Between 40 and 70, they will
continue to be valid for two years as they are now. Class III certificates for pilots over 70 will be valid
for one year only.
(Comment: This too has generated concern. The AOPA has been asking for an extension of the
Class III validity period for years. They're pleased at the three year period of course, butfeel that the
extensions should be applied to more pilots. The proposed rule will only affect a minority ofallprivate
pilots. Moreover, the shortening of theperiod for those at 70 is unwelcome. The data are controversial
concerning this last as well. There are some studies which suggest thatpilots up to age 63 do not have
•*••>•>>•
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WELCOME NEW CAMA MEMBERS

* *

John H. Ansohn, D.O.
3101 East N.W. Parkway
Southlake, TK 76092

Lauren S. Lopez, M.D.
2300 N. Mayfair Road
Wauwatosa, WI 53226

Robert L. Beshany, M.D.
1433 S.W. First Ave., Suite #7
Ocala, FL 34474

Mitchell Marks, M.D.
3345 Burns Road, Suite #101
Palm Beach Garden, FL 33410

Stewart C. Birse, M.D.
735 12th Street S.E.
Auburn, WA 98002

Ani Mehre, M.D.
41 Pali Hill, Bandra
Bombay, INDIA

R. John Clement, M.D.
P.O. Box 42617
Freeport, BAHAMAS

Jules G. Minkes, D.O.
17615 S.W. 97th Avenue
Miami, FL 33157

Jane W. Garfield, M.D.
Med. Now Clinic
194 High Street
Ellsworth, ME 04605

Edson O. Parker, M.D.
4500 West Oakey Blvd.
Las Vegas, NV 89102

Jan Gebhard, M.D.
Deutsche Lufthansa
Medizinischer Dienst
Postfach 630300
22313 Hamburg, GERMANY
Franz Grell, M.D.
1658 South Litchfield Road
Goodyear, AZ 85338
Ernest N. Hart, M.D.
P.O. Box 1459
Elkins, WV 26241
Phillip M. Hornbostel, M.D.
3300 West 10th Street
Sedalia, MO 65301
Carolyn Houss, M.D.
3345 Burns Road, Suite #101
Palm Beach Garden, FL 33410

Patricia L. Prince, M.D.
601 South Rancho Drive, #C-19
Las Vegas, NV89106

Reinstated
Dalrie Berg, D.O.
9981 North Washington Street
Thornton, CO 80229
Leopold DeLisle, M.D.
P.O. Box 88
St. Paul D'Industrie JOK 3EO,
CANADA
Gary W.Ferris, M.D.
11111 Summertime Lane
Culver City, CA 90230-4549
John P. Geyman, M.D.
4909 C. Hannah Road
Friday Harbor, WA 98250
William W. Haynie, M.D.
P.O. Box 390
Butler, MO 64703

Peter L. Salgo, M.D.
115 Bedford Street
New York, NY 10014

John R. McCann, M.D.
International Medical Center
311 California Street, #400
San Francisco, CA 94104

Robert Sancetta, M.D.
3512 Smuggler Way
Boulder, CO 80303

Gerald R. Meyers, M.D.
10250 North 92nd Street, #203
Scottsdale, AZ 85258

William S. Sightler, D.O.
1077 South main Street, Suite #4
Madison, GA 30650

Erwin L. Samuelson, M.D.
1970 South prospect
Redondo Beach, CA 902777

Jon Paul Wakamatsu, M.D.
170 Arrowhead Drive, Suite #1
Evanston, WY 82930

Horton G. Taylor, Jr., M.D.
626 East Walnut Street
Ripley, MS 38665

John B. Ward, M.D.
8690 Jaffa Court W., Drive #23
Indianapolis, IN 46260
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• » • • » • • » • (LONG A WAITED STANDARDS CHANGES FINALL Y OUT continued from page 10)

an increased accident rate, but even these have methodological weaknesses. The amount of fly ing by those
over 70 is sufficiently small that it is difficult to obtain good statistical results from it.)
In sum, while there are welcome changes proposed which are long overdue, there are a number of
broad and sweeping changes which are less so. These include some which would eliminate many appeal
avenues presently available. These are simply unacceptable to the overwhelming majority of the general
aviation community.
What will happen now?
The commentperiod closes on 21 February 1995. All those who wish to make comments for the public
record must send them in triplicate to:
TheFAA Off ice of the Chief Counsel Attn: Docket #27940, 800 Independence Avenue S.W., Washington,
B.C. 20591
Thereafter, the FAA will analyze them and make its decision.
The FAA can institute the rules exactly as proposed. They do not have to take any public comments into
consideration. The phrase they use, "The FAA does not agree, "pretty much tells it all. (Some years ago,
the FAA proposed a requirement for virtually all aircraft operating in the U.S. Thousands of letters—more
than were ever received for any proposal in history—were sent in opposition, but they promulgated the rule
exactly as originally proposed.) Or, the FAA can modify the rules in response to public pressure. Rarely,
do they withdraw a proposal entirely.
The FAA responds more to political pressure from congress than it does to pressure by the general public.
The alphabet organizations would have been better advised to ask their members to write to their
congressmen than to simply write to the public record. Perhaps that will be their next step. The recent
congressional elections make it clear that the public is tired of the arrogance of the federal government.
Let's hope the FAA will hear that message.
Watch these pages for the next developments.

CIVIL AVIATION MEDICAL ASSOCIATION
Corporate and Sustaining Members
The financial resources of individual members alone cannot sustain the Association's pursuit of its broad
goals and objectives. Its forty-five year history is documented by innumerable contributions toward aviation
health and safety that has become daily expectations by the world's flying population. Support from private
and industrial sources is essential for CAMA to provide one of tis important functions, that of education. The
following support CAMA through Corporate and Sustaining Memberships:
John H. Boyd, D.O.
M. Young Stokes, III, M.D.
James L. Tucker, M.D.
Albeit van der Waag, Jr., M.D.
William D. Weaver, Jr., D.O.
Francis C. Hertzog, Jr., M.D.
Express America Funding Corporation
Percussion Aire Corporation - Dominique Bird, President
Stereo Optical Company, Inc. -Joseph F. Anders, President
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* • * • • » • • > •
(DOWNSIZING TARGETS CIVIL
AEROMEDICAL INSTITUTE continued from page 2)

CAMI, dedicated in 1962, has been directed toward research involving civil aviation medicine. This contrasts
to the military work performed in Army, Air Force, and Navy laboratories, and NASA's major focus on space
medicine problems.
Unfortunately, CAMI suffered from uninspired leadership in the past. It has never lived up to its
expectations. Moreover, several years ago there was a major scandal involving the toxicological laboratory.
Specimens from a prominent railroad accident on the east coast were reported as negative while other labs
found them positive for marijuana. It was later discovered that the CAMI lab performed only a "sink test" and
did not have the capability of actually analyzing the specimens it reported as negative.
Ironically, new researchers brought in to revitalize the toxicological laboratory have done an outstanding
job. The CAMI lab is acknowledged today as one of the best in the country and one of only a handful capable
of some of the more difficult toxicological investigations.
The aeromedical community has mounted a support campaign, but the present political climate to downsize
the federal government makes the outcome anything but certain. CAMA will keep members informed about
late-breaking developments.

* > * - > > -

(FAA PROPOSES TO CERTIFY INSULIN-DEPENDENT DIABETICS continued from page 9)

during flight some as often as every 30 minutes. If levels drop below 100 mg/dL, the pilot must consume
glucose snacks until his or her sugar level is above that value. When over 300 mg/dL, the pilot must take
insulin and repeat his checks again as often as every 30 minutes. All such tests must be carried in the
computerized memory of the glucose testing device and must be checked at least every three months by the
treating physician. Physicians who wish to review all the details should contact
Dennis P. McEachen, Manager
Aeromedical Standards and Substance Abuse Branch
Office of Aviation Medicine
Federal Aviation Administration
800 Independence Avenue SW • Washington, D.C. 10591
(202) 493-4075 • Fax (202) 267-5399
Public comments are invited up to a 29 March 1995 deadline. The address is the same but the letters should
be sent to the Office of the General Counsel Docket # 26493- As with all notices of this nature, the FAA is
not bound to act on any public comments.
CAMA members are also encouraged to forward their comments to headquarters for consideration by the
CAMA Issues Committee. The committee is presently deliberating what the official CAMA position should
be.

7
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+ (FIRST PUBLIC HEARING ON STANDARDS A BUST continued from page 4)

The second speaker was Buck Wagnon, M.D., an Oklahoma physician and pilot who represented
the Experimental Aircraft Association (EAA). Dr. Wagnon is also a CAMA board member although
he was not speaking for CAMA at that hearing. Dr Wagnon's presentation was very short and was
generally negative about the entire proposed change. He felt that the FAA would have ".. .too much
power..." He also argued that ECG's were not too helpful and that air traffic controllers, the subject
of some FAA medical studies, were not representative of pilots. Dr. Wagnon also pointed out that
there had been no known medically caused accidents in sailplanes or balloons in recent years. The
panel asked him how much the proposed changes would increase the cost of the medical
examination, but the doctor was not able to provide an estimate.
The third speaker was Mark McDermott, J.D., a Washington attorney and former FAA staff
counsel 'who now specializes in handling medical appeals cases in front of the FAA, the NTSB, and
the federal courts. He too was brief and noted that the proposal encroached on the appeal rights
of airmen who might be denied certification under the new rules. His presentation was focused
entirely on the legal arguments of the case.
The last speaker was I.E. Fries, M.D., a New Jersey orthopedic surgeon who is active on the AOPA
medical advisory panel. He emphasized that he was speaking only as a private citizen, but he also
went through a long litany of his associations with the AOPA, the Flying Physicians Association, etc.
Dr. Fries noted that according to NTSB figures, in recent years there have been about 10 general
aviation accidents caused by medical factors each year. An average of four of those were caused by
heart attacks. In a lengthy discussion, he went through the subject of seizures versus convulsions.
He concluded that an aviation medical examination could easily cost between $500 and $1,000
under the new rules if an individual is required to obtain any workups.
Mr. James R. Campbell of U.S. Aviator Magazine was also scheduled to speak, but he cancelled
his appearance because of the "flu." Mr. Campbell has been critical of the FAA for many years, in
part because of his own previous medical problems.
One particular weakness was evident in both Mr. Boyer'sandDr. Fries' presentations. Both relied
on NTSB data to determine how many medically related accidents occur. Neither quoted how many
accidents are thoroughly investigated annually.
Unfortunately only a small fraction of the fatal accidents each year are characterized by a
thorough postmortem examination. Too often a local coroner-frequently a Justice of the Peace or
other non-medical person will simply say. "It's obvious that this pilot was killed in the crash." Or,
a local medical examiner or pathologist will not be interested in examining a body which obviously
suffered severe trauma. As a result, we really do not know how many fatal aircraft accidents have
a medical factor as one of, or perhaps the major cause. Most aviation medicine experts feel the real
rate is several times that quoted by Mr. Boyer. In other words, the actual medical accident rate is
thought to be something on the order of 5%, not the 1.9% he quoted.
The total audience in the large auditorium numbered about two dozen people. Two of those
were former Federal Air Surgeons who live in the Washington area, and several more were FAA staff
personnel. While the aviation press has made much of the issue, it certainly wasn't obvious from the
turnout.
Keep up with the CAMA Bulletin to see what develops next.
(CAMA has learned that the Florida public hearing was not well attended either although the
Seattle area meeting did have a signficant number of pilots present. -Ed.)

DOWNSIZING TARGETS CIVIL AEROMEDICAL INSTITUTE
The Civil Aeromedical Laboratory is prominent on the latest federal facility closing list. This Oklahoma
City installation is considered excess in terms of its costs and the resulting benefits. The budget rationale
claims that the military aviation research centers and NASA can perform all of CAMI's functions. The
consolidation will supposedly result in an overall savings.
(continued on page 13)
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HOOVER SAGA CONTINUES
The Bob Hoover case has taken still another unusual turn. Hoover, 73, a former test pilot now best known
for his aerobatic performances at air shows, lost his Class II medical certificate last year. A number of
neuropsychological tests plus a brain scan showed him to have both significant cognitive deficits and
demonstrable brain perfusion defects. The FAA revoked his medical certificate on an emergency basis. It
was ordered to be reinstated by a National Transpotation Safety Board (NTSB) law judge, but the entire NTSB
overruled their judge and upheld the FAA's action.
Hoover, represented by nationally famed attorney F. Lee Bailey and the AOPA's John Yodice, took his case
to a federal appeals court. Legal experts had expected the court to deliberate for a month or more, but in
a surprise to all, the court quickly upheld the revocation. The judges issued their decision in just a matter
of days. Hoover still has the option of appealing to the U.S. Supreme Court, but most court watchers say this
offers only a very remote chance for another judicial review. They think the nation's highest court will simply
decline to hear the case. The present ruling will then stand.
In the meantime, Yodice has been discussing possible options with FAA Office of Aviation Medicine
officials. The FAA has said that they will always review any additional test results which Hoover may care
to submit. One option: another complete evaluation by still another independent neuropsychologist. If he
finds Hoover to be satisfactory, the FAA could reverse their position and rethink their stand concerning such
testing in the future. Bob Hoover reportedly has not yet made up his mind about which course of action to
follow; i.e. an appeal to the Supreme Court or another examination.
Best bet: If Hoover elects to have still another examination, the results will not be substantially different
from those already on file.
Watch these pages for further developments.
(CAMAjust learned at press time that Hoover has filed an appeal with the U.S. Supreme Court. He feels
that he is not a "test taker" and cannot improve any of his neuropsvchological test scores by retaking them.
-Ed.)

*••*•*•

(EDITORIAL continued from page 2)

the public, their passengers, nor the pilots themselves. Consequently, the FAA is obliged to
compromise between the two extremes.
A few years ago, the FAA embarked on an extremely liberal tack in which they issued
medical certificates almost witty- nitty. They abolished their medical consultant panels. One
individual made most of the medical decisions. The result was a problem, first noted in these
pages, which grew to an uproar culminating in congressional hearings. While they were under
way, the policies also resulted in several deaths from an aircraft accident. Obviously the
pendulum had swung too far.
Now we arefacing a significant tightening of medical standards. True, some of the proposed
changes are welcome and long overdue. Unfortunately, many more are not justified by either
the available medical data or indeed by any supporting aircraft accident reports. Goodclinical
medical practices they may be, but they do not need to be reflected in regulatory medicine. The
pendulum is once again swinging too far. This time it's in the other direction....
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MEETING SCHEDULES
FAA AVIATION

MEETINGS OF INTEREST

MEDICAL EXAMINER (AME)

TO CAMA MEMBERS

ANNUAL CAMA
MEETING DATES

SEMINAR SCHEDULES

Cleveland, OH
Oklahoma City, OK

March 24-26,1995
April 3-7,1995

Hartford, CT

April 28-30,1995

Anaheim, CA

(AsMA) May 7-11,1995

San Antonio, TX USA
43rd Annual Int'l. Congress of Aviation & Virginia Beach, VA
New Orleans, LA USA
Space Medicine
October 22-26, 1995
London, England, United Kingdom

+
Philadelphia, PA

June 23-25,1995

Oklahoma City, OK

July 24-28,1995

Memphis, TN

August 25-27,1995

San Antonio, TX-CAMA.... September 6-10,1995
Salt Lake City, UT

Sept. 6-10,1995
Oct. 16-20,1996
1997

+

+

+

+

+

66th Annual Aerospace Medical
Association Meeting
Disneyland Hotel
Anaheim, CA ............... May 7-11, 1995

September 22-24,1995

67th Annual Aerospace Medical

For more information, contact your

Association Meeting

Regional Flight Surgeon or:
MR. DOUGLAS R. BURNETT,
AAM-400
AEROMEDICAL
EDUCATION DIVISION
P.O. BOX 25082
OKLAHOMA CITY, OK 73125
(405)954-4830/6214

Atlanta Hilton & Towers
Atlanta, GA .................... May 5-9, 1996

For more information on the
AsMA meeting, contact:
RUSSELL RAYMAN, M.D.
ASMA
320 S. HENRY STREET
ALEXANDRIA, VA 22314

(703) 739-2240
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CAMA will publish specific
information when details are
available.
CAMA Headquarters
P.O. Box 23364
Oklahoma City, OK
73123-2864
(405) 840-0199
FAX (4O5) 848-1053
FLYING PHYSICIANS
ASSOCIATION, INC.

June 24-30,1995
FPA Annual Meeting
The King and Prince Beach Resort
St. Simons, Island, GA
For Meeting Information
Contact:
FPA Headquarters
P.O. Box 677427
Orlando, FL 32867-7427
(407) 359-1423
FAX: (407) 359-1167

